If you are certain that the graft will take at the primary operation, as Mr. Marriage asserts, I admit that probably grafting is better than non-grafting, because it shortens the case. But if the disease is limited, and there is a small cavity, you can do just as well without grafting, and often the hearing is even better. If the deafness is due to mechanical obstruction owing to the middle ear being filled with granulations, so that conversation is heard less than 12 ft. off, you can promise, if you do not over-curette the promontory, that on recovery ordinary conversation will be heard about 12 ft. off. But if you do a radical mastoid operation on a person who hears at more than 12 ft. (which should not often occur) the hearing is likely to be reduced afterwards. Formation of scar tissue about the stapes, whether the result of grafting or curetting, will considerably reduce the hearing.
Mr. J. S. FRASER.1 Along with others I have found that there is not infrequently a tendency to drooping of the auricle after the radical mastoid operation. This is not only unsightly, but also narrows the external meatus, which was enlarged at the operation. In some cases the drooping is so marked that in order to inspect the c4vity afterwards the surgeon must almost go down on his knees, or must tilt the patient's head over towards the opposite shoulder to an uncomfortable extent. To obviate this I have removed a-crescentic piece of skin at the upper and posterior part of the curved retro-auricular incision. I always make this incision in the hair imargin in chronic cases. The crescentic piece of skin removed is about 1 in. long and J in. wide at its broadest part. For some time this small piece of skin was thrown away, but lately it occurred to me that the skin might be used as a graft to cover the facial spur. All will agree that there is a great tendency after the radical mastoid operation to the reformation of the posterior bony wall of the external meatus. No matter how freely this wall has been removed above so as to lay open the attic and aditus, and no matter how well the spur has been smoothed off below so as to expose the promontory and windows, within two or three weeks after the radical operation there is, in many cases, an exuberant growth of granulations from above and from below in the region of the cut edges of the posterior wall of the bony meatus. This exuberant growth is especially seen in cases in which the bone is very vascular or diploetic. In obstinate cases no method of after-treatment I Communication read by Dr. Dan McKenzie. seems to make much difference-packing or non-packing, spirit drops or boric insufflations, scarlet red or liquid paraffin. Only skin-grafting is of service, but to cut and apply a skin-graft from the inner side of the thigh takes up a considerable amount of time and probably inconveniences the patient for a period, though I cannot speak with any great authority on this subject. After trying for a time Ballance's method of skin-grafting ten to fourteen days after the radical operation, I came to the conclusion that it was not worth while. In any case, I have found that I cannot be troubled with carrying out this method.
The technique of the small procedure which I have devised is as follows: The crescentic piece of skin is outlined with the knife at the time of the original incision and, during the operation, is left attached to the periosteum covering the mastoid. When the operation is completed the cavity is syringed out with luke-warm saline lotion and temporarily packed with sterile gauze. The crescentic portion of skin is now excised with the knife or scissors and placed on the sterile towel covering the patient's head, so that the epidermic surface is next to the towel and the fatty subcutaneous surface upwards. The assistant now seizes one end of the graft with a pair of mouse-toothed forceps, while the operator does the same at the other end. In this way the graft is stretched between the two pairs of forceps. The subcutaneous fatty tissue is now picked up by the assistant with the aid of a third pair of forceps, while, with scissors curved on the flat, the surgeon dissects away the fatty tissue, leaving only the cutis vera and epidermis. The gauze is now removed from the mastoid wound and the skin-graft is applied to the cut surface of the facial spur and covered with an oblong piece of perforated, oiled silk only slightly bigger than the graft itself. The skin-graft covered by the oiled silk is then held in position by the assistant, with the aid of a pair of angled forceps, while the surgeon packs the tympanic cavity, aditus and antrum with iodoform worsted, which retains the graft in position after the assistant has withdrawn his forceps. The retro-auricular wound is sewn up and dressings applied. If all goes well the wound is only dressed on the fifth day. Even when the iodoform worsted is removed the oiled silk remains in position and is taken out with angle forceps. The skin-graft invariably retains its position, and by the end of a period of ten days it is seen to be spreading out towards the antrum and also covering the floor of the meatus. In one or two recent cases healing of the cavity has been complete in six weeks. The whole procedure only adds at most five minutes to the time occupied by the radical operation.
